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Abstract
Background: As an inherently human process fraught with subjectivity, dynamic interaction, and change, social
interaction knowledge translation (KT) invites implementation scientists to explore what might be learned from adopting
the academic tradition of social constructivism and an interpretive research approach. This paper presents
phenomenological investigation of the second cycle of a participatory action KT intervention in the home care sector to
answer the question: What is the nature of the process of implementing KT through social interaction?
Methods: Social phenomenology was selected to capture how the social processes of the KT intervention were
experienced, with the aim of representing these as typical socially-constituted patterns. Participants (n = 203), including
service providers, case managers, administrators, and researchers organized into nine geographically-determined multi-
disciplinary action groups, purposefully selected and audiotaped three meetings per group to capture their enactment of
the KT process at early, middle, and end-of-cycle timeframes. Data, comprised of 36 hours of transcribed audiotapes
augmented by researchers' field notes, were analyzed using social phenomenology strategies and authenticated through
member checking and peer review.
Results: Four patterns of social interaction representing organization, team, and individual interests were identified:
overcoming barriers and optimizing facilitators; integrating 'science push' and 'demand pull' approaches within the social
interaction process; synthesizing the research evidence with tacit professional craft and experiential knowledge; and
integrating knowledge creation, transfer, and uptake throughout everyday work. Achieved through relational
transformative leadership constituted simultaneously by both structure and agency, in keeping with social
phenomenology analysis approaches, these four patterns are represented holistically in a typical construction, specifically,
a participatory action KT (PAKT) model.
Conclusion: Study findings suggest the relevance of principles and foci from the field of process evaluation related to
intervention implementation, further illuminating KT as a structuration process facilitated by evolving transformative
leadership in an active and integrated context. The model provides guidance for proactively constructing a 'fit' between
content, context, and facilitation in the translation of evidence informing professional craft knowledge.
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Gaps and delays inhibiting timely uptake of research for
evidence-based health care continue to challenge imple-
mentation scientists. Accepting 'knowledge' as socially
constructed [1] and 'evidence' as 'codified and non-codi-
fied sources of knowledge, including research evidence,
clinical experience, ... professional craft knowledge,
patient preferences and experiences, and local informa-
tion' [2] complicates this task. These definitions lead
implementation scientists to conceive of 'knowledge
translation' (KT) as a dynamic process of exchange, syn-
thesis, and ethically sound application of knowledge
within a complex system of relationships among research-
ers and users [3].
This definition builds upon change theories [4,5], in par-
ticular, 'diffusion of innovation' [5], and numerous rele-
vant theories from multiple disciplines [6]. From this
perspective, KT is more than and different from 'science
push', most frequently characterized as dissemination by
researchers responsible and accountable for getting their
scientific evidence to potential users. Likewise, this defini-
tion moves beyond the 'demand pull' approach, which
emphasizes the initiative of policy, service delivery, and
practice personnel in taking up and applying evidence,
primarily through critical appraisal of research and/or
continuing professional development. Rather, this defini-
tion suggests that KT is a social interaction process [7]
between and among researchers and users, encompassing
user participation [8], and considerations of the context,
the evidence, and the facilitation process as essential com-
ponents [2,9,10].
Despite the growing awareness of the complexities of the
KT process [11,12], to date, implementation scientists
have uncovered little knowledge about effective methods
and approaches. While recent directions [2,8,10] have
advanced KT theory and practice, largely, this literature
reflects traditional post-positivist assumptions espousing
discrete linear processes and reductionistic conclusions
about cause and effect [2]. Considerations of the context,
the nature of the knowledge in question, the process of
KT, and the interaction of these three elements of KT
endeavours seldom are emphasized [2]
Yet process evaluations of the implementation of complex
interventions, or 'deliberately initiated attempts to intro-
duce new, or modify existing, patterns of collective action
in health care' [13] have recognized that programs are
shaped by their human implementers, their vision of
change, and the veracity of that vision. For example,
implementation scientists [14] have developed realist
evaluation, which focuses not on what works, but on what
works for whom in what circumstances, and in what
respects and how [14]. This strategy has been successfully
used [15] to uncover social and other contextual impedi-
ments to and facilitators of successful implementation.
Such work invites knowledge translators to adopt concep-
tualizations of knowledge, evidence, and KT as human
processes fraught with all of the challenges of human sub-
jectivity, dynamic interaction, and change within a com-
plex context. Such conceptualizations are consistent with
social constructivism, which views knowledge, and
indeed, all human understanding, experience, and reali-
ties to be socially constructed through interactions
amongst people [16].
In keeping with the assumptions and beliefs of social con-
structivism, we used a two-cycle participatory action
approach for our KT intervention, intended to promote
the uptake and application of tacit 'how to' knowledge.
The evidence encompassed principles of an empowering
partnering strategy for service delivery and care. In the first
action cycle, we described the barriers and facilitators
encountered [17]. In the second action cycle, our aim was
to elicit greater depth of understanding of subjectively
experienced social action, in this instance, the intricacies
of participatory action KT. We selected social phenome-
nology as a methodology that directs attention specifically
toward understanding how things are ordinarily experi-
enced with the aim of representing these experiences as
typical socially-constituted patterns [18,19]. The purpose
of this paper is to present the findings from the latter
cycle, the holistic interpretation of which constitutes a
theoretical model affording new insights into the theory
and practice of social interaction KT.
In the accountability-oriented context of health care, hier-
archical, authoritative, and power-laden relationships
within health services organizations foster the inclination
to 'push' evidence to practice. Such push, however, is met
with professional relationships and boundaries when
those down the line have experiential or tacit knowledge
that might conflict with the evidence being pushed
[20,21]. As these opposing contextual forces may stifle KT,
there is increasing recognition that successful KT requires
a work context that affords those inclined to push and
those involved in 'pull' an opportunity to together engage
in critical reflection, shared decision-making [22-25], and
collective construction of the best processes toward envi-
sioned outcomes.
The research evidence that constitutes the content of KT
endeavours further challenges KT in the health sector
[2,10]. While much research evidence is factual and tech-
nical in nature, a large portion of it, particularly from
qualitative investigation, relates to refining professional
craftsmanship, that is, the tacit, 'how to' knowledge and
humanistic understanding that constitutes the art of prac-
tice [26,27]. Increasingly, too, such craftsmanship isPage 2 of 14
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sibility and accountability for care. To complicate matters
further, professionals inevitably combine or replace
research results, predominantly syntheses of randomized
controlled trials, with tacit or 'how to' knowledge and
humanistic understanding acquired from experiential
learning, professional training and socialization, informa-
tion about the local context [10,28,29], procedure manu-
als [30], and/or colleagues [29,31]. Practitioners'
professional esteem comes from this professional knowl-
edge base and its application [32]. Furthermore, notions
of 'scope of practice' and uni-disciplinary social and cog-
nitive boundaries [33] may lead to the prioritization of
discipline-specific knowledge. Hence, new evidence, espe-
cially evidence related to tacit knowledge that has rele-
vance across disciplines, may challenge practitioners' self-
esteem and openness to trans-disciplinary evidence, in
general impeding the translation of practice-related
research evidence [17,21].
Two contemporary frameworks currently inform KT in
such circumstances. The first, Promoting Action on
Research Implementation in Health Services (PARiHS)
[2,9,10], suggests three essential considerations: the evi-
dence, the context, and facilitation. The evidence is
described as encompassing research findings, clinical
experience, and professional craft knowledge (that is, tacit
'how to' knowledge). The context ideally reflects sympa-
thetic values and beliefs, openness to change, strong lead-
ership, decentralized decision-making, role clarity, and
appropriate monitoring and feedback. Facilitation by
skilled external and internal personnel is recommended
to enable teams and individuals undertaking KT to ana-
lyze, reflect upon, and change their own attitudes and
behaviours, and particularize research findings [2].
The PARiHS framework identifies a set of variables and
relationships that merit consideration in implementing
KT, and in conducting diagnostic and evaluative measure-
ment of such endeavours [2]. However, the PARiHS
framework neither factors in the individual attributes of
those expected to use the research evidence, nor provides
guidance about how to address these very real human ele-
ments throughout the KT process.
In a second approach, the Knowledge to Action (KTA)
framework, Graham and colleagues elaborate two KT
process components: knowledge creation and knowledge
application [8]. Knowledge creation is described as the tai-
loring of research-based knowledge through synthesis or
aggregation of this evidence, and, subsequently, the crea-
tion of tools for clear, concise user-friendly presentation
formats designed to influence what potential users do
with the evidence. As such, this component of the KTA
framework constitutes 'science push' [7]. Knowledge
application, the KT intervention, is described as an action
cycle consisting of deliberately-engineered dynamic
phases. Organizational groups identify problems and
issues, search for relevant research, and critically appraise
this evidence to determine its validity and usefulness to
address the problem at hand. These groups customize the
selected research evidence to their particular situation,
assess the barriers to its use, then select, tailor, and imple-
ment interventions to make change, and monitor and
evaluate the outcomes achieved. Knowledge uptake and
application are sustained through a feedback loop,
accommodating local and external knowledge. As such,
this component is in keeping with the 'demand pull' per-
spective [7].
The KTA framework [8] accommodates different types of
knowledge, but affords limited insight into how one
might combine the 'what' of KT (that is, evidence, context,
and facilitation, as elaborated by the PARiHS model) with
the 'how' (that is, the participatory action cycle) of KT.
Graham et al. suggest that the KT process is complex and
dynamic and that the two KTA components have blurred,
permeable boundaries. However, within the knowledge
creation component, the push described overlooks the
well-known vagaries of human nature and behaviour of
users in reaction to such push [21]. Contextual considera-
tions, too, are objectively handled, through a priori con-
scious adaptation and tailoring of the knowledge to the
local context, with due consideration of contextual barri-
ers. The multi-layered (macro-, meso- and micro-)
dynamic nature of context, and its potential as an active
ingredient of the KT process are overlooked. The fallibility
contained within the expectation that users will willingly
adopt the role of pulling the process of knowledge appli-
cation forward and avoid getting caught up in power rela-
tionships is not contemplated.
Process evaluations of new policy initiatives and complex
intervention implementation suggest important consider-
ations. For example, a process evaluation of the introduc-
tion of the expert patient programme in the National
Health Service in the United Kingdom [15] identified the
need to attend to action at different levels of the organiza-
tion, interaction between key agencies and personnel, and
ongoing effort to evolve strategies that work in an ever-
changing context. A naturalistic study of the implementa-
tion of best practice guidelines across 11 health care
organizations [34] uncovered the importance of both
mobilizing the professional workforce to actively imple-
ment and monitor the implementation of guidelines, and
providing leadership support for an evidence-based prac-
tice culture. Another investigation of the same complex
intervention implementation identified the importancePage 3 of 14
(page number not for citation purposes)
Implementation Science 2009, 4:26 http://www.implementationscience.com/content/4/1/26of group interaction, champions, teamwork and collabo-
ration, as well as inter-organizational collaboration and
networks to facilitate guideline implementation [35].
Investigation of participatory action research (PAR) also
has uncovered insights of relevance to social interaction
KT. PAR has been found to integrate KT with the innova-
tion development and adoption process. Specifically, the
PAR process enables participants to take an innovation
and adapt it to their context, to engage in critical reflection
to achieve this adaptation, and to work behind the scenes
to encourage involvement and commitment [36], thus
empowering participants through an iterative, locally
responsive process of devolved responsibility. However,
the researchers also observed challenges, including
diverse perspectives, concerns, and unequal power rela-
tionships both amongst individual participants and in the
context outside of the organization.
Investigation of the spread of innovations premised on
health care research similarly has exposed challenges
potentially relevant in undertaking social interaction KT.
In two comprehensive qualitative case studies, Ferlie, Fit-
zgerald, Wood, and Hawkins found that the social and
cognitive boundaries between health professions
impeded spread, as individual professionals tended to
operate within their own disciplinary paradigms and
communities of practice [33]. Resistance to uptake was
particularly marked where professional roles and identi-
ties were strong, social distances between disciplines were
great, and research traditions, conceptions, agendas, and
questions were markedly different. This finding cautions
against undertaking KT within heterogeneous provider
groups.
While these findings are informative, investigation specif-
ically focused on social interaction KT approaches has
been limited. Through participatory observation of 30
large, multi-year projects featuring either community-uni-
versity alliances for health research (n = 19) or interdisci-
plinary health research teamwork (n = 11), Birdsell,
Atkinson-Grosjean, and Landry found that the
approaches to KT emphasized exchange rather than syn-
thesis or direct application of knowledge [37]. Contextual
factors, including space and time issues, organizational
impediments, and structural barriers affected the manage-
ment of KT. Challenges to KT implementation included
inadequate time, money, and effort. Predictors of KT suc-
cess included: adequate budgets and resources; research-
ers' early engagement with potential 'users'; pre-existing
relationships; shared governance; previous KT activity;
role clarity; team communication; and mechanisms for
peer connection, relational learning, and the co-creation
of knowledge. The researchers concluded that formal part-
nership agreements, early engagement of potential 'users',
and consideration of researcher rewards and recognition
would facilitate KT.
Pilot testing of our initial application of a participatory
social interaction approach to KT uncovered many of the
same barriers and facilitators. Findings suggested the need
for ongoing attention to macro (organizational), meso
(team), and micro (individual) barriers and facilitators to
KT. Mobilizing the organization's fiscal and human
resources for KT, team-oriented trust, support, relation-
ships, work and ownership, and individuals' attitudes,
motivation, time for and sustained commitment to KT
proved challenging [17]. Participants recommended that
project leaders create more opportunities for relationship-
building and group discussions across all components of
the organization, as well as enhanced communication
channels and mechanisms.
Overall, research to date suggests several important con-
siderations to guide the development of social interaction
approaches to KT. However, there is little direct evidence
to inform implementation scientists about the process of
going about achieving this aim. This paper begins to
address this gap, specifically answering the research ques-
tion: What is the nature of the process of implementing
KT through social interaction?
Methods
Design
The KT intervention, the social phenomenon under inves-
tigation, was premised on the principles of participatory
action. To explore the nature of participants' enactment of
this KT process, we used social phenomenology [18,38].
Social phenomenology is undertaken to overcome naïve
acceptance of the social world and its idealizations and
formalizations as ready-made and meaningful beyond all
question. Social phenomenology treats thought and
action as intersubjective, integral parts of human exist-
ence, behavior, symbols, signs, social groups, institutions,
and legal and economic systems, all embedded in history,
time, and space [18,38]. Thus, social phenomenology is
both consistent with the belief that reality is socially con-
structed and appropriate for the exploration of participa-
tory action [19].
The context
The project was undertaken collaboratively with six home
care programs in the process of government-mandated
amalgamation into one organization [17] that employed
a total of 1,470 FTE providers (200 case managers, 390
nurses, 840 personal support workers, 35 therapists, 5
social workers) to serve approximately 16,000 clients
across a 22,000 square kilometer urban/rural area within
south western Ontario, Canada. With extensive role over-
lap, the multiplicity of providers normally worked in iso-Page 4 of 14
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team approach to care. The amalgamated organization
had adopted a mission, philosophy, strategic plan, and
service delivery model informed by the research evidence
that constituted the content of this KT initiative.
The evidence
The evidence from 18 years of collaborative applied
research with these and other agencies [39-46] informed
practice principles for fostering empowering partnering
with clients and care team members. The principles pro-
moted consciously attending to building relationships,
being client-centered, using critical reflection, engaging
and building on one another's strengths, and fostering cli-
ents' and team members' contributions of personal
knowledge, skill, and decision-making ability as partners
in service delivery and care. Hence, the evidence consti-
tuted tacit practice knowledge that necessitated shifting
from an expert approach to providing treatment and care
for medical problems to one enabling health as a resource
for everyday life, by building on strengths and broadening
the focus beyond physical status. As might be anticipated
in the context of the western scientific world, where pro-
fessionals have knowledge and roles that define their
identities [47] and status [32], investigation had already
demonstrated that the intended evidence-based practice
refinement might invoke resistance to KT [21].
KT intervention
The KT intervention was designed as a participatory action
approach [48-52]. Participants were engaged in: critically
reflecting on the research evidence and its implications for
practice; identifying opportunities for change; using the
evidence and personal knowledge of their work and con-
text to formulate strategies for change; implementing and
evaluating changes; and acting to institutionalize and dif-
fuse these changes [50], consistent with the training and
reinvention thought to be essential to adoption of inno-
vation [53].
The nature of and fit between the study context and the
research evidence [2], as well as existing KT frameworks
[8,10,54], theory [55-61], and evidence [62-65], were
important considerations in contextualizing and planning
the KT intervention. Specifically, the PARiHS framework
guided our assessment of the context and evidence, and
informed our decision to involve both internal and exter-
nal facilitators.
As the evidence was related to tacit practice knowledge
foundational to all health practitioners' roles, we recog-
nized that uptake might also be promoted experientially
through the KT process. In addition to the publications,
audiovisual presentations, illustrative case studies, and
consultations provided in the first action cycle [17], in this
second cycle, the researchers (who had functioned as
external facilitators in the first action cycle) served as
resource personnel and provided backstaging [66]. The
latter included a binder containing draft agendas, critical
reflection facilitation guides, and group process evalua-
tion forms, as well as consultations to groups and their
facilitators, and mentoring in the critical reflection proc-
ess.
Despite previous research suggesting that uni-professional
groups might be more conducive to KT [33], the action
groups were intentionally heterogeneous in composition.
Trans-disciplinarity is increasingly deemed important in
contemporary knowledge production [67-69], where the
knowledge to be co-constructed is intended to be applied
in interdisciplinary service delivery and care.
Action groups set their own meeting times at approxi-
mately monthly intervals over an eight-month period.
Draft agendas were adapted to incorporate their KT efforts
into their everyday work. Meetings were facilitated by
group-selected members, who used the facilitation guide.
Without exception, managerial members were chosen for
this role, which was designed to foster critical reflection
on the practical integration of the research evidence and
real-life service delivery. All action groups involved other
organizational members, as appropriate, to develop,
implement, and/or test their selected action strategies.
Action groups were networked through a leadership
implementation committee comprised of group-selected
representatives and facilitators. Through monthly meet-
ings and a one-day evaluation workshop, this committee
facilitated and integrated knowledge exchange, uptake,
spread, and application across the organization, its action
groups, and individual members.
Research methods
Investigation of this KT initiative was approved by the
Research Ethics Board of the University of Western
Ontario.
Sample
The nine geographically-constructed multi-disciplinary
action groups who participated in the second cycle of the
KT process constituted the convenience sample for this
study. The sample thus was comprised of the 203 home
care program personnel, including a mix of providers (35
nurses, 14 therapists, 50 personal support workers, 2
social workers), decision makers (75 case managers, 15
supervisors, 3 administrators), and research resource per-
sons (9, one per action group).
Data collection
Over the eight-month, second-cycle KT intervention, each
of the nine action groups was asked to audio-tape threePage 5 of 14
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the outset of this cycle (meetings one, two, or three), one
in the middle of the cycle (meetings four, five, six, or
seven) and one at the cycle's end (meetings eight or nine).
This purposeful sampling strategy was designed to pro-
mote participants' involvement in capturing their enact-
ment of the KT process across the cycle. As meetings varied
in length both within and across groups (range, one to
two hours; mean, one hour, 36 minutes) a total of 36
hours of audio-taped data was obtained for transcription.
Researchers made supplementary informal field notes of
participatory observations of meeting contexts, group
dynamics, or other details of nuances and subtleties that
might facilitate interpretive analysis of the audio-taped
transcriptions.
Data analysis
All transcribed data were entered into N-Vivo for qualita-
tive data management. In interpretive analysis, research-
ers immerse themselves in the data and try to make sense
of what is going on, iteratively reviewing, and re-reviewing
data for themes and/or patterns, and ultimately crystalliz-
ing a holistic interpretation [70-72]. In social phenome-
nology, interpretive analysis calls for identification of
first-level constructs reflecting common-sense experience
of the intersubjective world in daily life [38], then second-
level objective ideal-typical constructs, or distanced, disin-
terested-observer interpretations of the 'subjective mean-
ing of the actions of human beings from which the social
reality originates' [38]. Findings therefore constitute a
non-generalizable 'typical construction' [38], comprised
of the subjective experience of the participants and the
intersubjective interpretations researchers make of that
experience.
Individual and team effort included analysis of the tran-
scribed data to identify first-level constructs capturing par-
ticipants' intersubjective experience of KT, specifically the
four patterns identified as findings. Field notes associated
with the corresponding transcripts were used to assist in
crystallizing the interpretations of these first level con-
structs. Interpretive analysis then proceeded to a second-
level typical construction of the meaning of the actions of
this social phenomenon, specifically the PAKT model
[38].
Authenticity
The principal investigator kept a record of ideas generated
in analysis sessions for the purpose of facilitating the
team's on-going iterative, interpretive process. Once a pre-
liminary analysis was achieved, the researchers presented
this to the leadership implementation committee, includ-
ing representatives of the action groups, a practice called
'member checking'[73], and to other researchers and col-
laborators not directly involved in the action groups, a
process called 'peer review'[73]. These techniques
afforded feedback to help ensure that findings captured
the lived experience authentically and made sense to oth-
ers [73].
Results
The findings of this interpretive investigation revealed
participants' experiences of the intersubjective process of
KT, thereby informing a typical construction of the KT
process, in accordance with the methodology of social
phenomenology [67,68]. KT was both contextually
embedded and socially constructed over time through
four patterns of enactment, as portrayed in the following
sub-sections.
Overcoming barriers and optimizing facilitators
Participatory interaction amongst diverse group members
in the study optimized participants' mutual efforts toward
confronting the barriers they attributed as impeding
efforts toward empowering partnering with clients. As
well, this interaction enabled the participants to socially
construct facilitators, transcending competing perspec-
tives and potential conflict between and amongst people
representing macro-, meso- and micro-components of the
organization. Throughout their KT process, participants
collectively constructed an organization encompassing
their co-created, shared beliefs and assumptions about
their organizational identity, one that increasingly
espoused the principles of empowering partnering. These
findings are congruent with previous theoretical work
linking social interaction to organizational evolution
through identity construction [74,75] and research
describing participants' social construction of barriers in
implementing organizational change [76]. The following
data illustrate this social construction:
Facilitator: ... We [action group participants] had a lit-
tle discussion about ... how the first person in [pro-
vider in the client's home] needs more time than we
often allot for that first visit [participants' social con-
struction of macro/organizational barrier to KT], so if
we really want to put forward client-driven care, we
really need to back it up with authorized time so that
they [individuals at the front line] can [provide it]
...[participants' social construction of a macro/organi-
zational facilitator to KT]
Front-line provider: ... Our senior director [provider
agency representative] talked to ... _______ [senior
manager of provider agency contracts], who deals with
all of the provider agencies ... to manage all the con-
tracts. [meso/team level social construction of a facili-
tator to KT] ... there was some enthusiasm from him.
... We said, 'Could we have an hour [for the first visit]?
[micro/individual social interaction in effort to facili-Page 6 of 14
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zational barrier by giving voice to a competing
perspective]
Facilitator: I guess ... it's probably up to you folks to
kind of make some recommendations about how the
implementation should be rolled out. [facilitator
invites team-level social construction of facilitation to
overcome potential conflict].
Integrating science push and demand pull
Integrating both science push and demand pull also
occurred within the process of social interaction, a pattern
illustrated by data from another action group:
Facilitator [managerial]: ... [At] the last meeting ... we
[managerial facilitator using the KT facilitation guide]
asked you some specific questions to try and make
sure we were covering different areas [i.e., the evi-
dence-based principles in the initial draft of case con-
ferencing guidelines], so if you don't mind, I'm going
to give you ... five minutes to read through those two
pages and do some thinking yourself [to see] if there's
anything that's a disconnect, or really sparks a creative
thought ... for the development ... of [evidence-
based]guidelines ... for [case] conferenc [ing]. [Science
push on behalf of the organization]
Front-line participant [a practitioner, following critical
reflection]: It's around the team or ... designating
someone ... Just the word 'designate' sounds a little
controlling. I wondered about 'seek someone willing
to take notes', versus 'you are taking notes.' [Demand
pull, requesting that the evidence-based knowledge
inform the proposed practical application]
Front-line participant: ... It [the case conferencing pro-
tocol] would have to be restructured because ... the
way we're doing it now ... is that you have the input of
each person and ... the issues identified ... [in] kind of
a synopsis ... and then the end result, ... and what the
decisions were and what the plan to go forward is ... I
think ... we're all adults, ... so if I can look at it [the
detailed case conferencing notes] and have a copy and,
you know, hash that ... over in my brain, ... then I can
go back to it, and read it again, ... and then say ... 'I can
do this' [decide an appropriate partnering strategy in
accordance with the evidence-based principles] ...
[Demand pull, a practitioner suggesting that the evi-
dence-based knowledge be applied to refine the prac-
tice approach]
Front-line participant: I'm wondering if on the first
bullet we could just add the words 'and shared' to
make sure the client and family expectations are clear
and that they're shared. [Demand pull]
Front-line participant: I had another thought ... [on]
ensuring follow-up to the conference. There's some-
thing about supporting relationships and communi-
cation between providers to make sure that the
conference result happens ... It's that whole ...
enhancement of the relationship amongst the team.
[Demand pull]
Facilitator: How do you do that? [managerial facilita-
tor promoting demand pull]
Front-line participant: ... I don't know how we do it,
but we can't just kind of come together at one time
and then assume that we're all going to go our separate
ways and ... do our part ... It's that whole fostering of
communications and ... relationships between the
providers involved ... and there's an encouraged piece
and there's an allowed piece [a practitioner openly
confronting science push] and I think that we do need
to kind of table it as a discussion because, you know,
... you can't plan together and just expect it's going to
happen without at least chatting about it now and
again, or being able to chat about it. [front-line practi-
tioner facilitates demand pull amongst action group
participants]
Participants' effort to transcend science push and demand
pull through social interaction was further revealed by
open discussion in another action group, as follows:
Front-line participant: ... You can't just come in and
impose a structure [i.e., client-driven care approach to
case conferencing] on an area and then tell other peo-
ple that they're supposed to follow what you say when
you've never done their job yourself [opposition to
science push] ... I think that it's so important that we
have everybody who's doing the job together, because
you need to get the information from the people on
the ground ... If you don't have everyone's input, you
know, you could impose something that just isn't
going to work. [voicing belief in and expectation for
demand pull]
Synthesizing the research evidence with tacit and 
experiential knowledge
Participants' social construction of mutually-shared
knowledge revealed a pattern of synthesis of their tacit
professional craft knowledge, affective stances, experien-
tial knowledge, practice strategies, and corporate memory
of organizational structures, policies, and procedures,
with the research evidence. One action group's construc-
tion of synthesized knowledge portrayed this pattern:
Facilitator: ... The original champions from phase one
[of the KT project] ..., their method was a team case
conference held ... in the client's home, and duringPage 7 of 14
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partnering in the home were followed, ... those princi-
ples we just looked at. ... The results from the phase
one group were that the client's quality of life
improved as well as the client's and caregiver's coping
abilities. They got together and they all talked about it,
and they were able to come up with a plan of action
that would work better for this client. [recollection of
relevant experiential knowledge of pilot testing the
evidence-based principles] ... In light of ... their ...
experience and recommendations ..., we need to con-
sider the pros and cons of each of the ... components
[guidelines] that we have developed ... from their rec-
ommendations. [synthesis of experiential knowledge
into the co-creation of a refined evidence-based direc-
tion] ... So, ... if we had a conference [using the guide-
lines] and we've worked it through, it's resolved ... If
it's not resolved, the people working in policy and pro-
cedure [preparation] need to look at that. [promoting
synthesis of the evidence-based direction with existing
organizational policy]
Participant: But that would be up to a case manager
more than likely. We wouldn't necessarily have input
to that policy. [practitioner critically reflecting on the
uptake of the proposed evidence-based direction,
given experiential knowledge of standard operating
practices]
Facilitator: I think ... [that] ... there's some judgement
here ... I think we need to keep that in mind ...
Participant: ... I think that the whole thing is that any-
body can call a ... case conference, even the client
[facilitator and participant both integrating knowl-
edge of the evidence-based principles to promote a
synthesis with experiential knowledge, and ultimately,
evidence-based refinement of case conferencing prac-
tices].
Integrating knowledge creation, transfer and uptake 
throughout everyday work
As action group discussions unfolded, participants moved
more naturally between knowledge creation, transfer,
uptake, and application, addressing and integrating each
component into everyday work, if and as appropriate, in
no particular order. The following group discussion
reveals this pattern within the KT process:
Facilitator [managerial]: So, when you go back to your
team meetings or your agency meetings, would you
feel comfortable talking about client-driven care and
the partnering. ... Is there a plan that you can do that?
Front-line participant: We've already started. [Evi-
dence-based knowledge transfer/dissemination
beyond action groups] ... In a couple of our meetings,
it's been brought up ... And we are working on some of
the issues. [knowledge co-creation, drawing upon
experiential knowledge from individuals across the
wider organization for consideration along with the
research evidence]
Participant Facilitator [managerial]: [We checked] to
see what the ... policy was around [case] conferencing
and there wasn't a lot there. It has some steps about
how you call a conference, and what you record, and
this sort of stuff, but it didn't have ... guidelines about
what a conference should look like, ... that kind of
stuff ... There wasn't anything to prevent us from being
as creative as we wanted, whether its in the MIS [Min-
istry Information System], ministry definitions or
within ... [organizational] guidelines. We could really
do what we think makes sense [proceeding to contem-
plate knowledge application] as long as we can come
up with a good plan that gets support from all of our
agencies. [integrating knowledge creation, uptake and
everyday work practices]
Thus, KT became a non-boundaried part of everyday
work; neither KT nor any of its components had an iden-
tifiable beginning, ending, or place in a fixed sequence.
Rather, participants pursued their everyday work, integrat-
ing their KT effort.
The overarching construction of social interaction KT
Figure 1 depicts participants' holistic experience of the
dynamically evolving KT process as a participatory action
knowledge translation (PAKT) model, described in detail
elsewhere [17]. Loosely following the action cycle,
through the four social interaction patterns described in
this paper, participants intersubjectively enacted a rela-
tional transformative leadership constituted simultane-
ously by both structure and agency, in keeping with
structuration theory [77-79]. Structuration theory posits
that the human agency of individuals who comprise an
organization and the structure in which they operate are
simultaneously constituted within a complex relational
process in which neither has primacy. Structure is not out-
side of human agency, but exists only because of human
agency, encapsulated in the PAKT model as organiza-
tional, individual, and team effort. Societal, system, and
institutional directions, 'rules' and/or norms that govern
individuals' communication and actions both shape and
are shaped by individuals, who actively maintain and
reproduce structure within society, systems, and institu-
tions, a process called structuration.
Within this structuration process, the uptake and applica-
tion of knowledge occur unconsciously, through taken-
for-granted tacitly-enacted practices that become routi-
nized and familiar, and most intentionally, by consciousPage 8 of 14
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creation of discursive knowledge. This third type of
knowledge, over which individuals are assumed to exert
control, was the focus of the PAKT process. This process of
mutually engaging, shared enactment of transformative
leadership enabled participants representing all compo-
nents of the organization to more directly confront tradi-
tional boundaries and silos, barriers and facilitators,
science push and demand pull to enact shared responsi-
bility and accountability for promoting KT throughout
everyday work. As previously described, this action
reflected organization identity construction [74-76], in
this instance, toward interpreting the principles of
empowering partnering in everyday service delivery and
care.
Discussion
Interpretive research elicits insights from in-depth obser-
vation of real-life experiences. In this instance, study find-
ings illuminate key features of an ideal typical
construction of social interaction KT given the research
content, context, and people involved. Firm conclusions
about specific strategies and solutions for KT cannot be
drawn. Indeed, the human nature of social interaction KT
precludes straightforward replicable explanations of how
to go about this process, which inevitably contains as
many socio-political challenges as opportunities for suc-
cess. Implementation science will therefore perhaps for-
ever be as much art as science.
Nevertheless, the overarching experience of the intersub-
jective process of KT identified in this investigation, and
the four patterns of structuration within it, may have
applicability in the proactive design and implementation
of KT of any evidence that informs the refinement of pro-
fessional craft knowledge. In particular, study findings
illustrate the importance of integrating the 'how to' with
the 'what' of KT, that is, its content, context, and facilita-
tion.
These findings enhance knowledge in the field of imple-
mentation science, particularly highlighting the relevance
of principles that direct attention to social constructions
as critical components requiring evaluation in the imple-
mentation of complex interventions [13,14]. Process eval-
uators suggest that careful consideration must be given to
what the content may mean for those expected to accept
and apply it, its implications for their goals, knowledge,
self-confidence, relationships, responsibilities and
accountabilities, their tasks, resources, rewards, and per-
formance. As well, they emphasize the importance of con-
text, and the fit of the content with this context, with due
attention to practicalities, such as the resources, costs, and
risks associated with uptake of the content in question, as
well as organizational factors that may impact upon out-
comes [13]. Additionally, process evaluation scientists
direct extensive attention to group processes in organiza-
tional contexts, suggesting that attention to facilitation of
group effort also may promote outcome attainment.
These foci parallel those identified in the PARiHS frame-
work, underscoring their relevance in illuminating the
process of social interaction KT, as discussed in the follow-
ing subsections.
The content
The content of this KT process constituted professional
craft knowledge on 'how to' work with clients using evi-
dence-based principles of empowering partnering. The KT
approach was intentionally designed as a direct applica-
tion of these principles, in particular setting a stage on
which participants could exercise agency and professional
judgement in integrating these principles into everyday
work. As portrayed by study findings, this approach
afforded participants the opportunity to be empowered,
to exercise 'responsible agency in the production of
knowledge', thereby reducing their 'risk of co-optation
and exploitation .... in the realization of the plans of oth-
ers' [80]. The KT action groups also enacted within-group
partnering and iterative, contextually and situationally
sensitive responsiveness [36] in their effort to implement
the empowering partnering principles in everyday service
delivery and care.
Thus, the KT process in and of itself constituted experien-
tial learning of the evidence related to the professional
Participatory action knowledge translation (PAKT) modelFigure 1
Participatory action knowledge translation (PAKT) 
model. Reprinted with permission, Journal of Change Man-
agement (2008), 8(34), 238.Page 9 of 14
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to' of practice is not simply a matter of cognitive uptake
and application of facts, but rather, is learned through sit-
uated discerning action encompassing interpretation, for-
mation, contextualization, and performance [26], this
insight may have applicability for the translation of any
evidence that relates to the craft of professional practice.
For example, evidence regarding how to provide psycho-
social support for clients who are suffering, how to func-
tion as an interdisciplinary team, or how to listen actively
may be applied in creating a KT process design that simi-
larly affords experiential learning of that content.
The context
Many of the ideal contextual elements for KT identified by
Kitson et al. [2] were apparent in the organizational con-
text in which this study was undertaken. Organizational
leaders not only were committed to the values and beliefs
underpinning the empowering partnering approach and
the KT process, but also had formally set the stage for
organizational change to enact the evidence-based princi-
ples. Nevertheless, this work context contained many
impediments to both the KT process and the uptake and
application of the evidence [17] that had to be overcome.
As revealed in all four patterns within the KT process, con-
sistent with the findings of another study [76], these bar-
riers were overcome when participants enacted a more
level playing field and transformative leadership.
Throughout their social interactions, they openly and
intentionally confronted organizational, team, and indi-
vidual barriers, resolved conflict, mutually constructed
facilitators and strategies, and transcended science push
and demand pull. Generally, this social action allowed all
who comprised the organization, and, hence the organi-
zation itself, a voice in co-constructing both the knowl-
edge to be translated and approaches for translating it.
Overall, participants and their agency rendered the con-
text more compatible with the content and successful pur-
suit of KT.
This insight merits consideration in undertaking social
interaction KT. The ideal context for KT may not exist in
the real world of health care. Several studies have identi-
fied numerous factors which may either impede or facili-
tate KT, including attitudes and beliefs, time, resources
and support, organizational structures and processes,
leadership, roles, and interaction patterns
[10,31,33,35,81-85]. To the extent that barriers and facil-
itators are social constructions, and hence, specific to peo-
ple within their own context, intentionally engaging
participants in creating a more ideal context may help to
overcome 'real-world' limitations. Thus, a better context
for KT may be achieved if participants are organized to
enact a level playing field and enabled to inform one
another about the challenges throughout the organiza-
tion. This may help them to mutually confront barriers
and optimize facilitators, and to integrate real and per-
ceived responsibilities and accountabilities for science
push and demand pull through social interaction. With
this staging, as KT participants attend to and apply the KT
content, the everyday organizational operating culture,
hence, the organizational context for KT, may be socially
constructed into one which has greater 'fit' [10] with the
KT content, through what constitutes an on-going process
of organizational culture change [17].
The facilitation
Kitson et al. recommend facilitation of the KT process by
skilled personnel both external and internal to the organ-
ization [2]. In this project, facilitation transpired more
successfully through evolving the collective transforma-
tive leadership agency of the KT participants than through
sole enactment of a formalized facilitation role.
As previously described, in this second action cycle, facil-
itation of the KT process initially was vested in a group-
selected member. As it happened, all groups chose some-
one known to all as having a managerial position in the
organization. However, as the KT process transpired, over
time, all participants became more engaged in ways reflec-
tive of transformative leadership effort. Transformative
leadership evolved more slowly, and perhaps less con-
sciously, than did the refinement of the KT context
through participants' agency. Nevertheless, to varying
degrees at any one point in time and with different action
groups, this notion of leadership gradually became the
facilitation mode.
McPherson, Popp, and Lindstrom suggest that trans-
formative leadership is difficult to achieve in the public
service sector – the dual hierarchies of the organization
and the professions within it make it difficult for individ-
uals to move beyond traditional organizational thinking,
policies, and management techniques [86]. In the first
action cycle [17], the researchers had assumed the formal-
ized role of external facilitator. But this approach seemed
to reify mutually exclusive roles for the researchers as
'knowledge brokers' and the participants as 'knowledge
users', sometimes creating we/they relationships. Having
participants in this second action cycle together choose an
internal facilitator offset this problem somewhat, render-
ing researchers more 'equal' group members. However,
the majority of action group members were frontline prac-
titioners accustomed to the formalized leadership of man-
agers in their more hierarchical work context. Hence, the
groups selected managers as the internal facilitators.
As revealed in the data presented herein, internal facilita-
tors' effort to create a level playing field and to activelyPage 10 of 14
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a context that enabled all to more comfortably contribute
to the facilitation of KT. Over time, participants' enact-
ment of transformative leadership roles evolved. Consist-
ent with previously identified facilitation strategies [10],
data capture facilitators' efforts to enable the contribu-
tions of participants by building from individuals' ideas,
nurturing critical reflection, promoting mutual effort
toward reconciliation and negotiation when barriers
appeared, and by consciously attending to building rela-
tionships among all involved. The critical reflection facil-
itation guides and draft agendas provided by the
researchers served as a template to guide this evolution.
Facilitation through developing and evolving transforma-
tive leadership enabled KT participants to create the ideal
blend of KT content and contextual elements, synthesiz-
ing research evidence with their tacit professional craft
and experiential knowledge, and adapting and integrating
knowledge creation, uptake, and application into their
everyday work. Having groups identify and enact their
own KT action priorities undoubtedly enhanced the
achievement of this aim, reflecting the intertwining of
structure and agency. Undoubtedly, however, overcoming
entrenched patterns and beliefs reflecting leadership and
followership in accordance with positions in a traditional
organizational hierarchy takes time, sustained effort, and
patience.
Conclusion
The findings of this study illuminate the relevance of
structuration theory to social interaction KT. The PAKT
model constructed through this interpretive investigation
is premised on the academic tradition of social construc-
tivism. The four patterns of the KT process uncovered
through this investigation represent the praxis of structur-
ation theory. Applying structuration theory to the theoret-
ical understanding of KT afforded by the PARiSH
framework adds 'how to' to the 'what' of KT theory and
praxis. The PAKT model encapsulates a more sophisti-
cated, active, and integrated notion of context [54] and a
shared enactment of facilitation through transformative
leadership. Its explication provides guidance for proac-
tively addressing the content, context, and facilitation of
the translation of professional craft knowledge, with due
attention to constructing 'fit' between these components
in the design and implementation of KT. The model also
adds to the Graham et al. framework, exposing the essen-
tiality of having both researchers and 'users' and all levels
of the health care hierarchy together [8].
Much more qualitative and quantitative investigation is
required to more definitively inform the theory and prac-
tice of KT. Many issues remain unresolved. Having partic-
ipants rather than researchers tailor the evidence, the
context, the process, and the facilitation of KT through
structuration means uptake of modified research findings.
Sharing responsibility and accountability for the KT proc-
ess means shared responsibility and accountability for
outcomes. Such sharing is equally challenging to achieve-
ment-oriented researchers and organizational decision-
makers committed to promoting evidence-based practice,
and to practitioners pursuing what they know intuitively
and tacitly to constitute quality health care.
This challenge largely arises from questions of whether
and why researchers and decision-makers should think
that they have greater capability for responsibly and
accountably achieving evidence-based outcomes than
frontline practitioners, and whether, why, and how their
control over the outcomes of frontline practitioners'
efforts could and would make a significant positive differ-
ence. Several authors have both argued [10] and demon-
strated that effective professional practice encompasses a
melding of several types of evidence, including research,
clinical experience, patient experience, and information
from the local context [10,29,87], as well as patient pref-
erences and professional values and beliefs [87,88]. Fur-
thermore, in general, research to date continues to
demonstrate that even when researchers and/or decision
makers do assume full responsibility and accountability
for ensuring the uptake and application of research evi-
dence in more linear models of knowledge transfer, out-
comes fall short of those intended [34,89,90]. To fully
address concerns regarding accountability and responsi-
bility, further research might compare outcomes of mod-
els such as PAKT with those of more traditional KT
approaches.
Another unresolved issue is how patients/clients and their
family caregivers, also key stakeholders in any health serv-
ices KT [91-93], might be engaged. Perhaps most impor-
tantly, with due regard for structuration theory,
application of the PAKT model in and of itself may be
viewed as 'top-down' push, and/or a conformation to
existing practice norms. This reality merits conscious
attention in any effort to adapt or adopt this approach to
KT.
Thus, the findings of this study do not afford a straightfor-
ward prescribed solution to KT. Nevertheless, insights
regarding the applicability of structuration theory and the
patterns of structuration that constituted the PAKT process
may serve as a guide in executing the art of implementa-
tion science, with careful adaptation to the content, con-
text, and people involved.
Competing interests
The authors declare that they have no competing interests.Page 11 of 14
(page number not for citation purposes)
Implementation Science 2009, 4:26 http://www.implementationscience.com/content/4/1/26Authors' contributions
CMcW led the project implementation, the interpretive
analysis of the findings, and drafted the manuscript. AK
refined intellectual content related to existing KT frame-
works. CWG drafted and refined intellectual content
related to structuration theory. All authors participated in
the project implementation activities, data collection, and
peer review and refinement of interpretive findings. All
authors also contributed to draft refinements, and read
and approved the final manuscript.
Acknowledgements
This study was funded by the Canadian Institutes of Health Research 
(CIHR). The thoughts and conclusions are those of its authors. No official 
endorsement by the funding body should be concluded, nor should it be 
inferred.
The SW-CCAC Home Care Collaboration constitutes a multi-agency, 
multidisciplinary home care service conglomerate of 200 colleagues across 
the SW-CCAC and its 67 provider agencies. This group is led by a commit-
tee comprised of: Sandra Coleman, Donna Ladouceur, Gordon Milak, Anita 
Cole, Shirley Hughes, Angela DeSantis, Ann Rickwood, Anne Smith, Cathy 
Kelly, Cheryl Hickey, Elaine Palmer, Joanna Makinson, John McClelland, 
Linda Martin, Mary Lynn Priestap, Michelle McKellar, Sharon McCleneghan, 
Sherri Zavitz, Sylvia Paton.
The authors wish to thank Meghan Fluit, BHSc, MHSc(c), for her technical 
assistance in finalizing this manuscript.
References
1. Mykhalovskiy E, Weir L: The problem of evidence-based medi-
cine: Directions for social science.  Social Science & Medicine
2004, 59:1059-1069.
2. Kitson A, Rycroft-Malone J, Harvey G, McCormack B, Seers K,
Titchen A: Evaluating the successful implementation of evi-
dence into practice using the PARiHS framework: theoreti-
cal and practical challenges.  Implementation Science 2008,
3(1):1-37.
3. Canadian Institutes of Health Research. Knowledge Transla-
tion and commercialization: About knowledge translation
[http://www.cihr-irsc.gc.ca/e/29418.html]
4. Lewin K: Field theory in social science New York, NY: Harper Brothers;
1951. 
5. Rogers EM: Diffusion of Innovations 5th edition. New York, NY: Free
Press; 2003. 
6. Estabrooks CA, Thompson DD, Lovely JE, Hofmeyer A: A Guide to
Knowledge Translation Theory.  The Journal of Continuing Educa-
tion in the Health Professions 2006, 26(1):25-36.
7. Landry R, Amara N, Lamari M: Utilization of Social Science Research
Knowledge in Canada Quebec: Laval University; 1998. 
8. Graham ID, Logan J, Harrison MB, Strauss SE, Tetroe J, Caswell W,
Robinson N: Lost in Knowledge Translation: Time for a Map?
The Journal of Continuing Education in the Health Professions 2006,
26(1):581-629.
9. Rycroft-Malone J: Getting evidence into practice: the meaning
of 'context'.  Journal of Advanced Nursing 2002, 38(1):94-104.
10. Rycroft-Malone J, Harvey G, Seers K, Kitson A, McCormack B,
Titchen A: An exploration of the factors that influence the
implementation of evidence into practice.   J Clin Nurs.  2004,
13(8):913-924.
11. Dopson S: A View from Organizational Studies.  Nursing
Researcher 2007, 56(4S):S72-S77.
12. Kitson A: What influences the use of research in clinical prac-
tice?  Nursing Research 2007, 56(4):S1-S3.
13. May C, Finch T, Mair F, Ballini L, Dowrick C, Eccles M, Gask L, Mac-
Farlane A, Murray E, Rapley T, Rogers A, Treweek S, Wallace P,
Anderson G, Burns J, Heaven B: Understanding the implementa-
tion of complex interventions in health care: the normaliza-
tion process model.  BMC Health Services Research 2007, 7:148-154.
14. Pawson R, Tilley N: Realist Evaluation London: Sage; 2004. 
15. Kennedy A, Rogers A, Gately C: Assessing the introduction of
the expert patients programme into the NHS: a realistic
evaluation of recruitment to a national lay-led self-care initi-
ative.  Primary Health Care Research and Development 2005,
6(2):137-148.
16. Lincoln Y, Guba E: Paradigmatic controversies, contradictions
and emerging confluences.  In Handbook of Qualitative Research
2nd edition. Edited by: Denzin N, Lincoln Y. CA: Thousand Oaks;
2000:163-188. 
17. McWilliam CL, Kothari A, Liepert B, Ward-Griffin C, Forbes D, King
M, Kloseck M, Ferguson K, Oudshoorn A: Accelerating Knowl-
edge to Action in Client-Driven Care: Piloting a Social Inter-
action Approach to Knowledge Translation.  Canadian Journal of
Nursing Research 2008, 40(2):58-74.
18. Aho JA: The things of the world: A social phenomenology Westport, Con-
necticut: Praeger; 1998. 
19. Schwandt T: Three epistemological stances for qualitative
inquiry: Interpretivism, hermenuetics and social construc-
tionism.  In Handbook of Qualitative Research 2nd edition. Edited by:
Denzin N, Lincoln Y. CA: Thousand Oaks; 2000:189-213. 
20. Dopson S, Fitzgerald L: The Active Role of Context.  In Knowledge
to Action?: Evidence-based Health Care in Context Edited by: Dopson S,
Fitzgerald L. Oxford: University Press; 2005:79-102. 
21. McWilliam CL, Ward-Griffin C: Implementing organizational
change in health and social services.  Journal of Organizational
Change Management 2006, 19(2):119-135.
22. Argyris C: Reasoning, learning and action: Individual and organizational
San Francisco: Jossey-Bass; 2003. 
23. Davis D, Evans M, Jadad A: The case for knowledge translation:
Shortening the journey from evidence to effect.  British Medical
Journal 2003, 327:33-35.
24. Friere P: Pedagogy of the Oppressed New York, NY: Herder & Herder;
1970. 
25. Rappaport J, Swift C, Hess R: Studies in empowerment: steps toward
understanding and action New York, NY: Haworth; 1984. 
26. Benner P, Sutphen M: Learning across the professions: the
clergy, a case in point.  J Nurs Educ.  2007, 46(3):103-108.
27. McWilliam CL: Continuing Education at the Cutting Edge:
Promoting Transformative Knowledge Translation.  Journal of
Continuing Education in the Health Professions 2007, 27(2):72-79.
28. Kitson A: Recognising relationships: reflections on evidence-
based practice.  Nursing Inquiry 2002, 9(3):179-186.
29. Hay MC, Weisner T, Subramanian S, Duan N, Neidzinski E, Kravitz R:
Harnessing experience: Exploring the gap between evi-
dence-based medicine and clinical practice.  J Eval Clin Pract
2008, 14(5):707-713.
30. Squires JE, Moralejo D, LeFort SM: Exploring the role of organi-
zational policies and procedures in promoting research utili-
zation in registered nurses.  Implementation Science 2007, 2:17-31.
31. Estabrooks CA, Floyd JA, Scott-Findlay S, O'Leary KA, Gushta M:
Individual determinants of research utilization: a systematic
review.  Journal of Advanced Nursing 2003, 43(5):506-520.
32. Fisher JR: Obstacles – and overcoming them – to leadership
among professional workers.  Journal of Organizational Excellence
2001, 20(3):27-34.
33. Ferlie JR, Fitzgerald L, Wood M, Hawkins C: The Nonspread of
Innovations: The Mediating Role of Professionals.  Academy of
Management Journal 2005, 48(1):117-134.
34. Davies B, Edwards N, Ploeg J, Virani T: Insights about the process
and impact of implementing nursing guidelines on delivery of
care in hospitals and community settings.  BMC Health Services
Research 2008, 8(1):29-34.
35. Ploeg J, Davies B, Edwards N, Gifford W, Miller P: Factors influenc-
ing best-practice guideline implementation: lessons learned
from administrators, nursing staff and project leaders.  World-
views on evidence-based nursing 2007, 4(4):210-219.
36. Waterman H, Marshall M, Noble J, Davies H, Walshe K, Sheaff R,
Elwyn G: The Role of Action Research in the Investigation and
Diffusion of Innovations in Health Care: The PRIDE Project.
Qualitative Health Research 2007, 17:373-381.
37. Birdsell JM, Atkinson-Grosjean J, Landry R: Knowledge Translation in
Two New Programs: Achieving 'The Pasteur Effect' Ottawa, ON: Cana-
dian Institute of Health Research; 2002. Page 12 of 14
(page number not for citation purposes)
Implementation Science 2009, 4:26 http://www.implementationscience.com/content/4/1/2638. Janowitz M: Alfred Schutz on phenomenology and social relations: Selected
writings Chicago: The University of Chicago Press; 1970. 
39. McWilliam CL, Brown JB, Carmichael JL, Lehman JM: A new per-
spective on threatened autonomy in elderly persons: The
disempowering process.  Social Science Medicine 1994,
38(2):327-338.
40. McWilliam CL, Stewart M, Brown JB, McNair S, Desai K, Patterson M:
Creating empowering meaning: An interactive process of
promoting health with chronically ill older Canadians.  Health
Promotion International 1997, 12(2):11-123.
41. McWilliam CL, Stewart M, Brown JB, McNair S, Donner A, Desai K:
Home-based health promotion for chronically ill older per-
sons: Results of a randomised controlled trial of a critical
reflection approach.  Health Promotion International 1999,
14(1):27-41.
42. McWilliam CL, Stewart M, Desai K, Wade T, Galajda J: Case man-
agement approaches for in-home care.  Healthc Manage Forum.
2000, 13(3):37-44.
43. McWilliam CL, Ward-Griffin C, Sweetland D, Sutherland C, O'Hal-
loran L: The experience of empowerment in in-home service
delivery.  Home Health Care Services Quarterly 2001, 20(4):49-71.
44. McWilliam CL, Stewart M, Vingilis E, Hoch J, Donner A, Browne G:
Case management: An option to consider.  Care Management
Journals 2004, 5(2):73-86.
45. McWilliam CL, Hoch J, Coyte P, Stewart M, Vingilis E, Ward-Griffin
C: Can We Afford Consumer Choice in Home Care?  Care
Management Journals 2007, 8(4):10-18.
46. Brown D, McWilliam C, Ward-Griffin C: Client-centred empow-
ering partnering in nursing.  J Adv Nurs.  2005, 53(2):160-168.
47. Fromm E: To have or to be? New York, NY: Harper & Row; 1976. 
48. Kemmis S, McTaggart R: Participatory action research: Com-
municative action in the public sphere.  In Handbook of qualita-
tive research 3rd edition. Edited by: Denzin NK, Lincoln YS. Thousand
Oaks, CA: Sage; 2005:559-603. 
49. Stringer E, Genat W: Action Research in Health Columbus, OH: Pear-
son Merrill Prentice Hall; 2004. 
50. Walton R, Gaffney M: Research, action and participation.  In Par-
ticipatory Action Research Edited by: Whyte WF. Newbury Park, CA:
Sage; 1991:99-126. 
51. White G, Nary D, Froelich A: Consumers as collaborators in
research and action.  Journal of Prevention and Intervention in the
Community 2001, 21(2):15-34.
52. Whyte WF: Participatory Action Research Newbury Park, CA: Sage;
1991. 
53. Rogers EM: Diffusion of Innovations 4th edition. New York, NY: Lon-
don Free Press; 1995. 
54. Rycroft-Malone J, Kitson A, Harvey G, McCormack B, Seers K,
Titchen A, Estabrooks CA: Ingredients for change: revisiting a
conceptual framework.  Qual Saf Health Care.  2002,
11(2):174-180.
55. Watson MC, Bond CM, Grimshaw JM, Mollison J, Ludbrook S, Walker
AE: Educational strategies to promote evidence-based com-
munity pharmacy practice: A cluster randomized controlled
trial (RCT).  Family Practice 2002, 19:529-536.
56. Ackerman Anderson L, Anderson D: Awake at the wheel: Moving
beyond chance management to conscious change leader-
ship.  Organizational Development Practitioner 2001, 33(3):4-10.
57. Broner N, Franczak M, Dye C, McAllister W: Knowledge transfer,
policy making and community empowerment: A consensus
model approach for providing public mental health and sub-
stance abuse services.  Psychiatric Quarterly 2001, 72(1):79-102.
58. Haskell RE: Transfer of learning: Cognition, instruction and reasoningw
New York, NY: London Free Press; 2001. 
59. Senge P, Kliener A, Roberts C, Ross R, Roth G, Smith B: The Dance of
Change: The Challenge of Sustaining Momentum in Learning Organizations
New York, NY: Doubleday; 1999. 
60. Mezirow J: Transformative Dimensions of Adult Learning San Francisco,
CA: Jossey-Bass; 1991. 
61. Mezirow J: Fostering Critical Reflection in Adulthood: A guide to trans-
formative and emancipatory learning San Francisco: Jossey-Bass; 1990. 
62. Best JA, Walsh G, Muxin F, Berkowit J: Healthy hospital: Toward
a better tomorrow, a demonstration project to promote cul-
ture change through participatory decision-making.  Health-
care Management Forum 1997, 10(3):24-33.
63. Chenoweth L, Kilstof K: Organizational and structural reform
in aged care organizations: empowerment towards a change
process.  Journal of Nursing Management 2002, 10(4):235-244.
64. Harvey G, Loftus-Hills A, Rycroft-Malone J, Titchen A, Kitson A,
McCormack B: Getting evidence into practice: the role and
function of facilitation.  Journal of Advanced Nursing 2002,
37(6):577-588.
65. Kramer DM, Cole DC: Sustained, Intensive Engagement to
Promote Health and Safety Knowledge Transfer to and Uti-
lization by Workplaces.  Science Communication 2003,
25(1):56-82.
66. Coghlan D, Casey M: Action research from the inside: Issues
and challenges in doing action research in your own hospital.
Journal of Advanced Nursing 2001, 35(5):674-682.
67. Gibbons M, Limoges C, Nowotney H, Schwartzman S, Scott P, Trow
M: The new production of knowledge: The dynamics of science and
research in contemporary societies London: Sage; 1994. 
68. Max-Neef MA: Foundations of transdisciplinarity.  Ecological Eco-
nomics 2005, 53(1):5-16.
69. Thompson Klein J: Prospects for transdiciplinarity.  Futures 2004,
36:515-525.
70. Lincoln Y, Guba E: Inductive data analysis.  In Naturalistic Inquiry
Anonymous Beverly Hills: Sage; 1985:202-219. 
71. Miller W, Crabtree B: Primary health care research: A multi-
method typology and qualitative road maps.  In Doing Qualita-
tive Research: Research methods for primary care Volume 3. Edited by:
Crabtree BF, Miller WL. Newbury Park, CA: Sage; 1992:3-28. 
72. Spiegelberg H: The phenomenological movement Dordrecht, Nether-
lands: Mortinus Nijhoff; 1982. 
73. Kuzel A, Like R: Standards of trustworthiness for qualitative
studies in primary care.  In Primary care research: Traditional and
innovative approaches Edited by: Norton PG. Newbury Park: Sage;
1991:138-158. 
74. Weick KE: The social psychology of organizing Reading, MA: Addison-
Wesley; 1979. 
75. Weick KE: Sensemaking in organizations Thousand Oaks, CA: Sage;
1995. 
76. Checkland K, Harrison S, Marshall M: Is the metaphor of 'barriers
to change' useful in understanding implementation? Evi-
dence from general medicine practice.  Journal of Health Services
Research and Policy 2007, 12(2):95-100.
77. Giddens A: Profiles and Critiques in Social Theory London, UK: Macmillan
Press; 1982. 
78. Giddens A: The constitution of society Berkeley, CA: University of Cal-
ifornia Press; 1984. 
79. Giddens A: The Constitution of Society: Outline of the Theory of Structur-
ation Berkeley, CA: University of California Press; 1991. 
80. McTaggart R: Guiding principles for participatory action
research.  In Participatory action research: International contexts and
consequences Edited by: McTaggart R. Albany, NY: State University of
New York Press; 1997:25-44. 
81. Estabrooks CA, Midodzi WK, Cummings GG, Wallin L: Predicting
Research Use in Nursing Organizations.  Nursing Research 2007,
56(4S):S7-S23.
82. Grimshaw JM, Shirran L, Thomas R, Mowatt G, Fraser C, Bero L, Grilli
R, Harvey E, Oxman A, O'Brien M: Changing Provider Behav-
iour. An Overview of Systematic Reviews of Interventions.
Medical Care 2001, 39(8 S2):II2-II45.
83. Wakefield J, Herbert CP, Maclure M, Dormuth C, Wright JM, Legare
J, Brett-MacLean P, Premi J: Commitment to change statements
can predict actual change in practice.  Journal of Continuing Edu-
cation in the Health Professions 2003, 23(2):81-93.
84. Kitson A, Harvey J, McCormack B: Enabling the implementation
of evidence-based practice: A conceptual framework.  Quality
in Health Care 1998, 7:149-158.
85. Meijers J, Janssen M, Cummings G, Wallin L, Estabrooks C, Halfens R:
Assessing the relationships between contextual factors and
research utilization in nursing: Systematic literature review.
Journal of Advanced Nursing 2006, 55(5):622-635.
86. McPherson CM, Popp JK, Lindstron RR: Re-examining the Para-
dox of Structure: A Child Health Network Perspective.
Healthcare Papers 2006, 7(2):46-52.
87. Hader J, White R, Lewis S, Foreman J, McDonald P, Thompson L:
Doctors' views of clinical practice guidelines: a qualitative
exploration using innovation theory.  Journal of Evaluation in Clin-
ical Practice 2008, 13(4):601-606.Page 13 of 14
(page number not for citation purposes)
Implementation Science 2009, 4:26 http://www.implementationscience.com/content/4/1/26Publish with BioMed Central   and  every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
88. DeCebso A, Guyatt G, Ciliska D: Evidence-based nursing: a guide to pro-
fessional practice St. Louis, MO: Elsevier; 2005. 
89. Grimshaw JM, Eccles MP: Is evidence-based implementation of
evidence-based care possible?  Medical Journal of Australia 2004,
180(6):S50-S51.
90. Grol R, Grimshaw JM: From best evidence to best practice:
effective implementation of change in patients' care.  Lancet.
2003, 362(9391):1225-1230.
91. Kelly PJ: Practical suggestions for community interventions
using participatory action research.  Public Health Nursing 2005,
22(1):65-73.
92. Montague T: Patient-Provider Partnerships in Healthcare:
Enhancing Knowledge Translation and Improving Out-
comes.  Healthcare Papers 2006, 7(2):53-61.
93. White GW, Suchowierska M, Campbell M: Developing and Sys-
tematically Implementing Participatory Action Research.
Arch Phys Med Rehabil 2004, 85(2):S3-S12.Page 14 of 14
(page number not for citation purposes)
